Background The aim of this study was to strengthen Health and Wellbeing Strategies (HWSs) by identifying potential areas for system leadership across local authorities in relation to specific aspects of health/illness, wider determinants of health and transformational change management.
Background
In 2013 in England, the public health function of the NHS was transferred to local governments, following the adoption of the Health and Social Care Act 2012. 1 Local authorities, led by elected members, exercise wide-ranging powers covering, inter alia, planning, environment, housing strategy, educational oversight, social care and regulatory services. Health and Wellbeing Boards (HWBs) were set up in top tier and unitary local authorities with a statutory responsibility to produce two related documents: Joint Strategic Needs Assessment (JSNA) and a Health and Wellbeing Strategy (HWS). Together, these are intended to improve the health and wellbeing of local communities and reduce inequalities. 2 The intention is that through these mechanisms, HWBs have the potential to act as system leaders to reduce health inequalities and address the wider determinants of wellbeing. Indeed, these are their only powers and responsibilities, so it is imperative that they are put to good effect. The holistic approach embracing JSNAs and HWSs may be described as place-shaping. 3 Place-shaping is a major opportunity for transformational change, engaging local communities and stakeholders. The concept of transformation employed here is in the sense of large scale change: creating a paradigm shift, which becomes self-sustaining; integrating changes in values, norms, assumptions, structures, processes and outcomes; and involving large numbers of people and groups in new forms of behaviour and ways of looking at the world.
HWBs and HWSs can be conceived of as complex adaptive systems:
'a collection of individual agents with freedom to act in ways that are not always totally predictable, and whose actions are interconnected so that one agent's actions changes the context for other agents'. 5 Examples where this concept has been applied to public health 'wicked problems' are hard to find. Hunter defines wicked problems as those which are: difficult to define clearly, are interdependent, have no clear solutions, are complex across organizational boundaries, are often not stable, and involve changing behaviour. 6 He states that: 'only through … seeing public health problems as examples of complex adaptive systems, can successful inroads be made to wicked problems'.
The Centre for Public Policy and Health initiated this study, which aimed to work with HWBs to strengthen their HWSs through identifying potential areas for collaboration. The research team comprised an experienced public health practitioner (Learmonth), working with two academics. The team selected three aspects in view of the unique role of the HWB defined above: specific dimensions of health/illness (e.g. emotional health and wellbeing, long-term conditions), wider determinants of health (e.g. employment, housing) and change management. This combination was considered by the researchers to be appropriate for the application of complex systems thinking, to assist HWBs to move their HWSs from a level of rhetoric, to one addressing transformational change, in so far as this is possible working at a local level.
The study involved a documentary analysis of current strengths of the 12 HWSs in the North East region of England. The review findings were reality-tested through a series of discussions/events with a range of stakeholders using a knowledge-to-action approach. The study used publicly available documents and summaries of discussions among stakeholders, so ethical approval was not necessary.
Methods

Appreciative inquiry
Appreciative inquiry (AI) is based on the idea that identifying and valuing what is best in a system, uncovers more and more that is good, which can then be used to build a new future where the best becomes more common. 7 AI has been used as a research tool as well as a system improvement tool, e.g. to evaluate a health improvement leadership development programme. 8 The data extraction tool developed by one of the authors (Learmonth) for the documentary review applied the basic principle of AI, to find good practice. It was not seeking to assess the HWSs, but to find aspects of each that might provide improvement opportunities for others. The data extraction tool is available as Appendix 1. It used mainly qualitative exploratory questions, complemented by some quantitative searches for terms.
Key concepts associated with the wider determinants of health were identified by the researchers drawing from selected Health Impact Assessment tools. [9] [10] [11] This helped to locate this study alongside other work related to the health impacts of wider determinants. The frequency of these key concepts was tabulated using a common word search facility (Adobe Reader XI). The search for key concepts included some synonyms (e.g. sustainable/sustainability) and was inclusive of different applications of a word (e.g. social capital, social prescribing), but no preliminary systematic identification of synonyms was made.
HWBs stated priorities were extracted, and priorities were clustered so that issues that were the same or similar could be considered together. The clusters were emergent from the HWSs, and derived inductively rather than deductively. This process of grouping was influenced strongly by a National Health Inequalities Support Team report. 12 The document review was conducted by Learmonth, in June 2014, using the versions of the HWSs available on council websites (with one exception, where a version was requested by email).
Knowledge-to-action groups
Knowledge-to-action groups (KTAGs) are time-and tasklimited working groups facilitated by the Fuse Complex Systems Research Programme (Fuse is the Centre for Translational Research in Public Health, a collaboration of the five universities in the North East of England, which aims to enhance the ways evidence is used to develop public health policy and practice www.fuse.ac.uk). KTAGs aim to facilitate quick and flexible working across sectors, where the research questions are practitioner-generated and coproduced with academia, leading to action-focused research on issues practitioners have identified as top priorities.
Findings from the data extraction exercise related to the HWS were discussed through seven events, involving academics, practitioners and policy-makers. Each event is briefly described in the Results. The input to each event was designed iteratively, allowing the outcome of one to inform the other, in keeping with principles of AI, where learning opportunities are identified by peers, from existing best practice. Our approach adopted a co-production model that would be flexible and adaptable to changing practitioner needs.
A Core Group was convened to offer advice, to help ensure an appropriate mix of participants, activity and timescale. Membership represented different parts of the public health system (Directors of Public Health, Public Health England, Institute of Local Governance). The Association of North East Councils (a membership body representing all 12 North East Local Authorities at the time) was also represented on the Core Group and continued to support the work. In addition, an on-line discussion forum was set up through LinkedIn, before and after one of these events in 2014 ('The Future for Health and Wellbeing in the North East').
The Core Group played a crucial role in moving the debate from a widespread discussion involving people at a variety of locations, stages and levels, to involving HWB members themselves (including elected members), with their Directors of Public Health. This occurred as the culmination of the project through the event 'Systems Leadership for Health and Wellbeing Boards'. In this way, the people responsible for HWSs were given the 'final say' in terms of the AI and proposals to take forward the issues identified.
Results
Appreciative inquiry
Style and content The length of the 12 HWSs ranged from 6 to 43 pages. Length was not found to be directly related to coherence and credibility (e.g. evidence-base). The HWSs were diverse in their style and content, as would be expected in the first year of implementation of a process led by elected members, but similarities were also identified. For example, a major strength demonstrated in all the HWSs was that they found ways to link the 'whole system' into their HWS. However, this involved a range of approaches. At one end was a focussed approach to health in terms of lifestyle, with the HWS linked with wider determinants through other strategies, e.g. the Sustainable Communities Strategy. At the other end, a vision was put forward: 'Public Health will become a driving force in improving wellbeing and health and reducing health inequalities in our city'.
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In 9 of the 12 HWSs, a major strength is the use of Marmot's six strategic priorities. These are: give every child the best start in life; enable all children, young people and adults to maximize their capabilities and have control over their lives; create fair employment and good work for all; ensure healthy standard of living for all; create and develop healthy and sustainable places and communities; and strengthen the role and impact of ill-health prevention. 14 These provide a coherent source of evidence for action.
Five of the 12 HWSs exhibited strengths in the way they linked wellbeing and place-shaping. Only two HWSs made a commitment to specific practical next steps.
Transformational change issues
The concept of transformation is used in 6 out of 12 HWSs but only once or twice and in all cases with reference to health and social care rather than the whole system. The most popular timeframe for implementation of HWSs was 0-3 years, although some HWSs were treated as the 'health theme' within the context of a longer term Sustainable Communities Strategy (20-25 years). Three HWSs explicitly reflected working with their Clinical Commissioning Groups, prioritizing prevention and support at home over acute care. Some HWS specifically included system change alongside topic based priorities.
Defining 'wellbeing' Five out of 12 HWSs included definitions of wellbeing, all addressing the environmental and social determinants of health. One example, Darlington, has a relatively short highlevel description:
'When we talk about 'wellbeing' we are talking about the widest sense of the word-how happy people are living in Darlington, to what extent is there a lively range of opportunities for them to be involved in, are they healthy and able to live fulfilling lives with access to support when they need it.' 15 While definitions are similar in terms of what they are describing, the variety of ways it is addressed suggests a lack of precision in the use of the term, that may make it difficult to focus and to measure progress. A shared way of explaining the concept of wellbeing is important for comparing progress and measuring success.
Priority subject areas
The top 12 issues that are common to more than one HWSs are shown in Table 1 ranked by frequency, based on clustering of issues. Appendix 2 comprises verbatim extracts from the 12 HWS, stating their top priorities. Table 2 shows the frequency of occurrence of wider determinants of health across the 12 HWSs.
Wider determinants
Role analysis
None of the HWSs provided detail about specific occupational groups in terms of how different parts of the local authority might be able to help achieve the goals set out. This lack of clearly accountable recommendations for action is a key finding, although as only two HWS included an action plan as part of their HWS, the detail may lie in other documents. Some but not all included a statement by an Elected Members signing off the HWS.
Place-shaping and impact assessment 'Place' ranks seventh in the content analysis (Table 2) . Four out of the 12 HWSs use or recommend a prioritization or impact assessment tool/process. None of the HWSs referred specifically to the Local Development Framework to amplify the fact that health and wellbeing should be considered in planning decision-making. 16 Knowledge-to-action approach Findings from the AI reported above were discussed by the three authors, and this generated questions for academic, policy and practice partners to consider, see Table 3 .
A brief account of the seven events with key stakeholder groups is presented in Table 4 , organized chronologically and including the purpose of, and main findings from, each. The process of arriving at these findings varied depending on the context of the meeting. The comments presented here are drawn from external reports or minutes wherever possible and from contemporaneous notes where external evidence is not available. There was support for the idea of collaborative work to strengthen the impact of HWSs. This held true across all seven events. Health improvement/physical wellbeing 7 =3
Long-term conditions 6 5 Quality integrated services 4 =6
Obesity and physical activity, alcohol and substance misuse 4 =6
Smoking and tobacco control, teenage conception and sexual health 3 8
Choice and independence 3 =9
Protecting vulnerable people 3 =9
A good death 2 =11
Community led health improvement 2 =11
a The following describes the rationale for the clusters described in Table 1 . HWSs might refer to any or sometimes all of the terms 'early death', 'life expectancy' and 'inequalities in health' and these were treated as a cluster, referring to a very similar area of activity, with interventions focussed on prolonging a reasonable quality of life for those at high risk, or with a chronic health condition. HWSs might also refer to another aspect of tackling inequality which is to focus interventions on vulnerable groups in the population, and this heading (which included safeguarding) was kept separate. Health improvement is identified separately, where it is explicitly mentioned as a generic activity. Specific issues where the public health budget is expected to address services related to obesity, physical activity, alcohol, substance misuse, smoking/tobacco control, teenage conception/sexual health, are considered separately. The most popular areas for collaborative working identified in the summative event 'Systems Leadership for HWBs' follow, shown in Table 5 as the number of HWBs who identified this issue as important, out of the 10 who were represented. 17 Feedback suggests participants identify a lack of support for HWBs as a group, rather than through rolespecific networks such as Chairs, Directors of Adult Social Services and other professional networks.
Discussion
Main findings of this study
The aim of this study was to strengthen HWSs by identifying potential areas for collaboration in relation to specific aspects of health/illness, wider determinants of health and transformational change management processes. The study identified diverse strengths among HWBs and HWSs, which may generate useful learning across local authorities in the North East of England.
There was considerable consensus in terms of key priorities, both the wider determinants such as employment, transport and housing, and subject areas such as children having the best start in life and lifestyle issues. There was also consistent support throughout the KTAG process for collaborative work across local authority boundaries and including the academic sector to strengthen the impact of HWSs by working with HWBs, including elected members. Areas of interest included health in all policies, and complex systems leadership.
None of the HWS included accountable recommendations related to roles and responsibilities in the local authority, such as trading standards, licensing and environmental health. None of the HWS included the Local Development Framework as a tool for creating a health promoting environment.
What is already known on this topic
Factors affecting HWBs negatively include political change/ instability; change in board leadership; financial pressures for council, acute provider and others. 18 Positive drivers are common boundaries with CCG and providers; legacy of strong partnership working across council and health; standing, ambition and drive of board chair and key board personalities. A recent report from the NHS Confederation and partners identified important questions related to local governance and accountability if the successful integration of health and social care is to be achieved. 19 A national study sampled 50 HWSs (out of 152) and from an analysis of 47, found that the term 'evidence' was to their use of evidence. 20 Five roundtable discussions considered issues arising from the two pieces of work, including those in Table 3 , and explored the potential for future development work.
Over 30 people attended from academic, policy and public health backgrounds, which generated useful discussion, and support for a learning network in principle. Future work issues:
• The challenge of linking the short, medium and long-term objectives.
• Training on developing strategy/risk taking.
• Training and development on evidence assessment.
• Embedding impact assessments, but not just as 'ticky box' exercise
• Formulate a conceptual framework for wellbeing to help practitioners operationalize the measure.
• Work on 'patient and public voice' in terms of addressing inequalities and giving young people the best start in life. Healthwatch may be a strong partner here.
• • How to involve CCGS, policy and practice?
Continued used most commonly referring to local need, rather than research-based effectiveness. 20 It concluded that public health agencies and academics can support the development of effective HWSs by improving the accessibility of evidence and conducting research when evidence is absent.
Undertaking successful transformational change in a complex system takes time and demands consistency, constancy of purpose and organizational stability. An evaluation of the NHS North East Transformation System found that the commitment to embedding deep cultural change proved challenging and fragile. 21 A recent paper advocates moving discussion of complex health systems from a theoretical level to a practical one, working with complexity rather than trying to simplify or control it, and puts forward coproduction and adding to the science of KTAGs as two key principles. 22 
What this study adds
This study adds an innovative practical demonstration of coproduction applying principles of AI and using KTAGs to build consensus for collaborative work to improve health and reduce inequalities at a strategic level. This drew on an iterative series of both specially organized events and participation in existing ones based in the work of stakeholders. The process was steered by a multi-agency core group, and the summative event involved elected members.
The study discovered willingness among geographically neighbouring local authorities to work together with the academic sector to strengthen their HWSs using evidenceinformed practice. It identified that HWSs have similar priorities alongside diverse strengths. Consensus around priorities to enhance future HWSs also emerged, especially around addressing wider determinants such as employment, transport, housing and subject areas such as children having Asterisk indicates the events organized through Fuse specifically to discuss HWSs. the best start in life, lifestyle issues. There was also recognition of skill development issues in relation to transformational change in complex adaptive systems and building skills in assessing evidence, strategy and risk-taking. None of the HWS studied identified roles/functions accountable for taking issues forward. This may need to be addressed if the HWS is to be effectively transformational, rather than aspirational. A similar gap is the lack of reference to the Local Development Framework as a tool for creation of a health promoting environment. At the time of writing it is not yet clear whether the enthusiasm for work regarding the HWS as a complex adaptive system at the summative event, will be translated into innovative practice. The study was conducted during 2014-16, a period of significant and continuing churn and change, both throughout the wider health system and within the North East region. In particular, there are the developments around devolution which are taking different forms across the region with two combined authorities emerging together with an overarching Collaborative Framework covering all 12 local authorities following the demise of the Association of North East Councils. The NHS is going through further significant change notably in the form of sustainability and transformation plans (STPs), and Accountable Care Organizations (ACOs). The North East Combined Authority established a Commission for Health and Social Care Integration which at the time of the summative event was taking evidence on how health and wellbeing could be improved and health inequalities tackled and has now reported. 23 All these changes and developments have implications for HWBs and their strategies, and mean the infrastructure to take forward the findings that are reported here is both thinly stretched and subject to further change. They also illustrate perfectly the nature of public health: tackling wicked problems in the context of a fast changing complex adaptive political social and economic environment. The authors consider that applying systems thinking and leadership means that the agencies that need to work together across the health system can continue to do so on a level above explicit roles and responsibilities, despite the pace of change.
Limitations of this study
One technical limitation is that the study did not include an analysis of the locally-determined constitution of each HWB, which may affect their ability to shape decisions across agencies. Another is that where a word search technique was used no systematic prior identification of synonyms was carried out. The initial review was conducted by only one of the three authors, Learmonth, an experienced public health practitioner. The study drew on the 12 local authorities in the North East of England, and some local, context-specific factors may not apply to other parts of England. There is a culture of working together in the North East, which may have made collaboration easier because it built on existing well-developed networks.
Some questions were outside our study remit and resources, but could be the subject of future research, such as: comparing large scale top down policies with local engagement approaches, and measuring the impact of HWS 'on the ground'.
A more fundamental question concerns the value of a study focussing on transformational change at a local level, when national policy changes such as welfare reform are having such a major impact on significant sections of the population. Ideally the direction of travel at all levels nationally, regionally, locally and at community level would be aligned. But this is not a reason for not focussing on the potential for change at the democratically elected level of Local Authorities, where the opportunity for community engagement is significant.
Supplementary data
Supplementary data (Appendix 1 and Appendix 2) are available at the Journal of Public Health online.
